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{W 000} INITIAL COMMENTS {W 000}

 This visit was for a post certification revisit to the 

investigation of complaint #IN00117587 

completed on 10/26/12. 

This visit was in conjunction with a fundamental 

annual recertification and state licensure survey.

Complaint #IN00117587: Corrected. 

Dates of survey:  March 4, 5, 6, 7, 8, 13, and 14, 

2013.

Facility number:  012625

Provider number:  15G803

AIM number:  201023250

Surveyor:  Susan Reichert, Medical Surveyor III 

AWS was found to be in compliance with 42 CFR, 

part 483, subpart I, and 460 IAC 9 in regard to the 

post certification revisit to the investigation of 

complaint #IN00117587.

Quality Review completed 3/21/13 by Ruth 

Shackelford, Medical Surveyor III.
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